Generational Issues in the Ob-Gyn Workplace: "Marcus Welby, MD," Versus "Scrubs"
To the Editor:
I would like to thank Dr. Sharon Phelan for her commentary describing our medical "generations."
1 She elucidates, perhaps, why we each have our current work ethics and life goals. Yet Dr. Phelan offers no solutions to two perplexing shortages: female role models and female leaders in obstetrics and gynecology.
Women comprise approximately 50% of medical school classes, and over 75% of obstetrician-gynecologist residents. 2 In academic medicine, the current Association of American Medical Colleges report indicates that 80% of full professors are men, as are the vast majority of division heads and department chairs. 2 The In Reply:
My editorial looked at generational concerns as they affect current workplace issues. I feel it is important to analyze these issues from a generational viewpoint instead of a narrower, potentially less helpful, gender perspective. I do not have an answer for Dr. Stein regarding her concern about the number of women in leadership positions in obstetrics and gynecology. Her need for "female role models," I feel, misses the point. Effective role models, male and female, from one generation or another are important and available. I can provide my observations from over 25 years of advising women and men regarding career choice, including specialty and practice type:
1. For most of the1980s and 1990s, I
encouraged the "best and brightest" women to enter academic obstetrics and gynecology. I was repeatedly disappointed that many of these women did not want to go into academics due to low salaries, less control over hours, and demands to be a "triple threat. There are incredible opportunities here. It is up to the individual to get involved with section, district, and national activities. 5. I agree that a critical look at the lack of flexibility for part-time faculty to advance (albeit at a slower pace) is long overdue. Exit interviews from any position are always a good idea if an organization wants to improve institutional effectiveness.
The lack of more women in leadership positions is multifaceted, and involves the female graduates as well as institutional leadership. Blaming only current leadership for the lack of women leaders removes the responsibility from those who aspire to those positions. We would like to congratulate Farrell et al for their well-designed randomized controlled trial. 1 However, we would like to highlight some inaccuracies and also make comments.
In his pilot study, Sultan 2 concluded that "this study cannot conclusively prove that the overlap repair is superior to the end-to-end repair and a randomized controlled trial is needed." Our Cochrane review 3 conclusions state, "it would be inappropriate to recommend one type of repair in favor of another." We were surprised that Farrell et al state in their introduction (and discussion), "because of this work, the investigators recommended the overlapping technique rather than the end-to-end surgical technique …."
Unfortunately, in the study by Farrell et al, twice as many surgeons performed overlap repair for the first time, and there was an inverse relationship between surgeon experience and flatus incontinence. The authors describe this as a "statistical anomaly." However, surgeon experience and level of training do have clinical relevance, as there were more external anal sphincter defects and two rectovaginal fistulae in the overlap group, 1 but no fistulae when performed by trained surgeons. 4 Internal anal sphincter injury is usually associated with passive soiling, flatus incontinence, and external anal sphincter injury with urgency and fecal incontinence, and therefore, this was our chosen primary outcome at 1 year. 4 It is also interesting to note that in this randomized controlled trial there was 44% overlap compared with 27% end-to-end (Pϭ.051) fourth-degree tears, and therefore, almost significantly more internal anal sphincter injuries that could account for the flatus incontinence. We also found more patients with flatus incontinence at 6 months, but at 12 months there was no difference. More importantly, we found that there was deterioration of defecatory symptoms in the end-to-end group at 12 months. 4 We therefore wonder whether their 6-month findings may change, and look forward to a longer-term follow-up.
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